effective than routine annual medical examinations. . Microbiological examination of food plays an Important part in the investigation of outbreaks and is used by many large food processors to monitor the hygiene of production. Routine microbiological testing of prepared food by enforcement authorities is not practical, however, because of the vast quantities involved and the problems of representative sampling where the distribution of contaminants in the food is uneven. Nevertheless, the development of microbiological standards for certain foods in international trade has received a great deal of consideration recently by expert Co.mmittees in the EEC, World Health Organiz-atIOn (1974) and other international bodies. Progress has, however, been slow because of diffi-cUlties involved in meeting the necessary criteria. The standard should serve the objective which, in the case of hazardous foodstuffs, would be to safeguard the consumer, but it must not be so stringent as to result in the rejection of large quantities of wholesome food. In addition, methods of sampling and laboratory examination appropriate to each standard and food product must be specified in order to obtain results which are both representative of the batch sampled and reproducible when the same tests are applied by different aborat ori es.
Simplicity and ease of application are Important to minimize costs. Before a standard can be adopted as a legal requirement, it must be validated by extensive sampling of the products to Which it applies under varied conditions of manufacture, storage and transport.
There are, therefore, a number of ways by which the incidence of food contamination can be reduced and safety improved. Legislation is nee-eSsary to ensure that acceptable standards of premises, equipment and practice can be enforced; more specific requirements on, for example, temperature control of food would be helpful. Most I~portant, however, is the application of the basic pnnciples of food hygiene to ensure that food reaching the consumer is safe to eat. This is a responsibility which rests on everyone who pre-Pares food either commercially or in the home. It Can be fulfilled only if the food handler understlands the dangers and is given the facilities and Ce . E ar m~tructions on the procedure to be followed. thducatlOn and supervision by the management is, erefore, the key to improvement in food hygiene a~d the prevention of food poisoning. Food hy-Ie~e Courses are provided by local authority nVlronmental health departments for food workers in all types of premises. An extension of these programmes in all areas, together with more freent visits by inspectors to give advice, would be e most beneficial way to employ the scarce resources available for food safety control. A 0141-0768/79/070483-02/$01.00/0 requirement for the manager of a food business to hold a certificate of competency in food hygiene and the employment of trained food hygienists by the larger food-production and catering firms are further measures which should now be actively considered.
A D Bostock Specialist in Community Medicine (Environmental Health), Leeds AHA (1) References 
Colonoscopy -a new view
The staffing problems and financial stringencies of our National Health Service can discourage the introduction of new techniques, particularly if they are time-consuming and expensive. Such a technique is fibreoptic colonoscopy, which was introduced to this country in 1970 but has been slow to develop. A recent survey by the British Society of Digestive Endoscopy found only 80 hospitals offering a colonoscopy service (Colin-Jones et al. 1978) , at an average examination rate of less than one per week. This is in marked contrast to the position in France, Germany or the USA, where colonoscopy is now widely practised, possibly because their hospitals are financially reimbursed for each procedure undertaken. The British physician is also traditionally conservative in his attitude to technology, which is praiseworthy in so far as the patient is protected from over-investigation. Something is surely wrong, however, when rather than provide an outpatient colonoscopy service, it is thought 'cheaper' for the hospital or 'easier' for the doctor to pursue other inpatient investigations or to recommend abdominal surgery.
There have been several additional excuses for our inertia in introducing colonoscopy. It is a more difficult technique to learn than gastroscopy; our surgeons are already overworked and physicians often loath to commit more time to manual techniques. The colon is not a glamour area at the best of times and is even less attractive if not properly prepared. Bowel preparation regimes for colonoscopy are now established which produce a completely clean bowel in from half an hour to 24 hours according to needs (which makes a mockery of the 3 or 5 day bowel preparation before sur-gery). The reputation which colonoscopy acquired in its early days of being a traumatic procedure is being changed by the new instruments which, being much more agile and easy to handle, make the technique of colonoscopy practicable for any gastrointestinal surgeon or physician with some experience of fibre-endoscopes. The patients also have reason to be grateful for the improved instruments which usual1y cause little discomfort. Pharmacological support is now an easy matter, as the introduction of the opiate antagonist naloxone (Narcan) allows the endoscopist safely to combine intravenous pethidine with a small dose of diazepam, so that the patient is sedated for the necessary 10 to 15 minutes but able to walk out afterwards.
Limited colonoscopy should take 10 to 15 minutes and, with a little tuition and practice, total colonoscopy should take only 30 minutes or so. The repair bills for the first colonoscopes were high and frequent and the instrument lasted only 100 to ISO examinations; new models should have a lifespan of well over 500 examinations with little attention. These technical advances are, however, little solace to the many pioneer endoscopists in this country who are stuck with (and disillusioned by) outdated instruments.
Granted that colonoscopy is possible, is it real1y useful clinical1y? Upper gastrointestinal endoscopy may be said to be mainly useful for its reassurance value; most decisions for medical or surgical treatment are possible without gastroscopy and prognosis is not often affected by it. By contrast, colonoscopy often radically affects the management of colonic disease because it so often answers the questions that the barium enema cannot resolve and frequently avoids the need for surgery, as in investigating a stricture or segment of diverticular disease or removing polyps. It has taken time to define the indications for colonoscopy. One of the most impressive is in unexplained rectal bleeding; in almost half such patients the endoscopist finds pathology not demonstrated on the barium enema, including missed cancers in 10% and endoscopically removable polyps in almost 20% of the patients (Hunt 1978) . Colonoscopic polypectomy alone would be a sufficient justification for the colonoscope, with 5% of snared adenomas showing invasive cancer (usually completely resected endoscopical1y) and stalked polyps of any size being removable. An important side effect of the chal1enge of colonoscopy has been to stimulate the radiologist's interest in the air-contrast barium enema, a refined investigation compared to the crude 'singlecontrast' studies performed in most X-ray depart-ments in the mistaken quest for speed at any cost. The physician also gains in differential diagnosis, particularly with his problem cases of inflammatory bowel disease, where he may ascertain the precise extent of colitis or simply assure himself that symptoms are only due to a 'spastic colon' (Williams & Waye 1978) . Early "endoscopic diagnosis gives a real chance to improve the mortality statistics for colon disease. The results of early surgery for colon cancer are very good, and unnecessary surgery with a high mortality may be avoided.
Not every hospital has or needs an enthusiast prepared to develop the manual skills for total colonoscopy, but it is no longer a luxury for a district general hospital to have someone prepared to undertake limited colonoscopy. Whoever this is -physician, surgeon, radiologist or general practitioner -he should have a limited apprenticeship to an endoscopist experienced in the technique and should have up-to-date equipment including snares and an electro surgical unit for endoscopic polypectomy. Only when the technique of colonoscopy is readily available will it be used earlier in the investigation of suitable patients, and it frequently takes only a minute or two for colonoscopy to diagnose cancer or Crohn's disease in a patient who has for weeks or months been fruitlessly investigated by indirect means. The difficult problems, such as patients with large polyps, may require access to a specialist gastroenterology unit with greater experience of colonoscopy. It is, however, unreasonable to expect such units to find all the capital and recurrent finance from their own hospital budget to sustain an area or regional service. The reorganization of administrative arrangements within the Health Service is said to be intended to encourage a rational supply of medical care. Here is a case where enlightened regional administration could help to stimulate an area of medical practice which has failed to thrive on its own. To the individual administrator or surgeon it may seem cheaper to buy scalpel blades than a colonoscope, but it is not. There should be more colonoscopes more often used -for the patient's sake.
